Section ofOrthopadics 95 where he was detained for forty-eight hours; he was found to have a fracture of the right clavicle and paralysis of the biceps and coracobrachialis with sensory loss in the distribution of the musculocutaneous nerve. The fracture of the clavicle united and the patient was able to return to his work as a welder but complained of pain in the right arm which was particularly triggered by pressure in the right pectoral region.
On examination he was found to have a united fracture of the right clavicle and wasting and weakness of the right biceps, coracobrachialis, pectoralis major, deltoid and triceps and, to a lesser extent, of the flexors of the forearm. There was some sensory disturbance on the radial border of the forearm. Pain could be produced in this area by pressure over one point in the pectoral region.
At operation the brachial plexus was explored and was found to be adherent to the healed fracture of the clavicle. A spike of bone was projecting posteriorly and had caused a partial division of the lateral cord of the brachial plexus at the site of origin of the lateral pectoral nerve. In order to obtain adequate access osteotomy of the clavicle was performed. The brachial plexus was freed and the spike of bone removed. The clavicle was fixed with a Kirschner wire which extruded three days post-operatively and was therefore removed.
The original pain in the arm was relieved but the osteotomy failed to unite. A second operation was performed three months later when the bone ends were freshened and an onlay iliac graft was applied. The graft was fixed with screws and a Smith-Petersen guide wire used as an intramedullary nail to fix the bone ends.
Two months post-operatively there is clinical union, but radiological union is not yet complete.
Discussion
No figures can be found in the literature stating the frequency of brachial plexus injury in association with fracture of the clavicle or ofthe incidence of non-union of the clavicle. It is perhaps surprising that both these complications are so uncommon.
Interesting features of this case are: (1) That the original fracture united, yet the osteotomy failed to do so. (2) This patient had referred pain from a trigger spot which appeared to be the site of entry of the lateral pectoral nerve into the pectoralis major. It is extremely rare to get 'trigger spots' in a purely motor nerve.
Tennis Elbow Treated by de Goes' Operation W E Tucker cvo FRCS
Four cases of tennis elbow were shown that had resisted all forms of conservative treatment but have been made symptom-free by de G6es' operation (de Goes & Silva 1960) .
All the patients were in the fifth-sixth decade and, in each case, an X-ray of the elbow was normal although an X-ray of the cervical spine showed cervical spondylosis.
In all cases the plasma uric acid was normal. Each was subjected to an extensive course of conservative treatment including hydrocortisone injections. Physiotherapy and manipulation of the elbow with and without an anasthetic was carried out. The arm in each case was treated throughout as a whole arm entity including the shoulder-joint, shoulder-girdle and neck. In spite of conservative treatment over many months, all four cases did not get better, or tended to recur after exercise.
After de Goes' operation, which consisted of displaying the radiohumeral joint and removing a definite pannus thickening of the synovia and capsule, the elbows have been completely symptom free. The patients have been able to carry out all forms of strenuous exercise.
